One of the manifestations of this ambiguity was seen when the National Board of Health and Welfare (NBHW, in Swedish "Socialstyrelsen") set an early limit to how many patients would benefit from treatment. 1 In 1979, the limit was set to 100 treatment places (that year the number of opiate users was estimated to just over 2,000). In Sweden, the concern about HIV did not speed up expansion significantly.
In 1992, the limit was defined as 450 places (of 5,000 opiate addicts); in 1998 it had (Socialstyrelsen 2009; .
The importance of retention, that is, patients remaining in treatment, is stressed throughout, and high retention is a common indicator of the success rate of a programme (Amato et al. 2005; Berglund & Johansson 2003) . Factors associated with high retention in methadone treatment are female sex, older age, lesser usage of cocaine and alcohol, high motivation, high methadone dose, better contact with the counsellor and higher levels of satisfaction with the programme (Kelly et al. 2011) . Despite general agreement on the MAT's significance, patients are still being cut off from therapy for disciplinary reasons, but usually they will have the opportunity to go to another programme (Reisinger et al. 2009 ).
There are an estimated 10,000 heroin addicts in Sweden (Sand & Romelsjö 2005) .
According to the NBHW, 32% of those with an opiate diagnosis received maintenance therapy in 2010 (Socialstyrelsen 2011, 2 One explanation is that the expansion of MAT has been relatively slow (Sjölander & Johnson 2009 ).
Patients who begin MAT often come from harsh backgrounds, with a history of mental problems, suicide attempts, poor physical health, crashed personal relations and experiences of incarceration (Socialstyrelsen 1997) . They are to a higher degree unemployed, have lower levels of education and higher levels of mental disorders than clients with other primary drug addictions (EMCDDA 2010).
Given the patients' problematic life situation, it is not surprising that many patients end MAT early (Vigilant 2008).
Internationally, it is estimated that nearly 50% of those who enter methadone treatment are no longer in treatment after one year (Kelly et al. 2011) . This is a problem, since according to a Canadian study, retention in treatment leads to less heroin use and reduced crime rates (Strike et al. 2008 Factors related to the methadone programmes may be more influential than patient factors for retention (Caplehorn et al. 1998; Reisinger et al. 2009 ). In the programmes which offered more contact with a counsellor and which had more experienced and committed managers, patients had less side abuse of illegal drugs (Magura et al. 1999) . Further, programmes where staff can see the treatment as longterm or "indefinite" have higher retention rates than programmes where the staff's goals are "abstinence-oriented", aiming at patients' leaving the maintenance treatment over time and becoming completely medication-free (Caplehorn et al. 1993; Gjersing et al. 2010) . Earlier research shows that patients with opiate addiction who were involuntarily discharged from maintenance therapy face a significantly impaired life situation (Knight 1996) and significantly increased mortality (Grönbladh et al. 1990; Caplehorn et al. 1994; Zanis & Woody 1998; Fugelstad et al. 2007; Clausen et al. 2008 ).
Study background
In Fugelstad's 2007 study from Stockholm, the mortality rate was 20 times higher compared to those who remained in the programme.
Internationally, there is a widespread quest to make the drop-out patients return to maintenance treatment (Booth et al.
1998
; Coviello et al. 2006; Goldstein et al. 2002; Hser et al. 1998) . Such ambitions are not specified in the Swedish regulations or in the manual on maintenance treatment released by the NBHW. However, the need to "address the major risks that uncontrolled methadone programmes may bring about" is accentuated (Socialstyrelsen 2004 
Target group
The study included patients who were involuntarily discharged in Malmö be- 
Study design

Results
Abuse prior to maintenance treatment
Discharge circumstances
The interview responses regarding reasons for discharge reflect the interviewees' recollections and experiences. Upon discharge follows the banning period, which formally has lasted from six months to a year for the informants. 2) The programme staff took the opportunity to exploit a minor misstep, because the patient was perceived as overly critical and outspoken.
3) The discharge was preceded by the patient having threatened staff, but too much was made of these threats, because inexperienced personnel interpreted outbursts of anger in an unprofessional manner.
4) The patients were discharged from a treatment that was perceived as medically necessary.
5) The discharge occurred at a time when the patients were particularly vulnerable and when they actually needed more support and help instead of suspension from treatment.
6) The patient did not receive a proper warning before discharge.
7) Discharge announcements were delivered by telephone.
In the interviews, patients referred to being discharged as "a mess", "a shock", "deeply unfair", "a death sentence", "like being placed in front of a firing squad", "inhumane", "insane", "totally insane"
and "a disaster". This woman was the only one not to return to opiates after discharge. Originally, she went into heroin addiction when she met a man who was an established heroin addict. When she was discharged from the programme, her relationship to this man had been over for some years. After discharge, she chose to begin with amphetamine and change her social network.
No one described having switched to a non-medication treatment after discharge.
Many lost their homes and became homeless because their housing was linked to participation in the maintenance treatment. (Hser et al. 2001; Johnson 2005) . Eight of the interviewees (including six women) have returned to MAT. 11 A 40-year-old man is now free from both legal and illegal drugs and has a job to go to.
Discussion
The patients in this study describe a life Researchers are so uncritically immersed in the disciplining parameters of their biomedical framework that they fail to recognize that it is the painfully physio logically addictive properties of methadone that reduce even the most oppositional outlaw street addicts (like Primo 12 in East Harlem or more broken-down Harry in San Francisco) into stable patients once their bodies have built up a large enough physical dependence on methadone to make it too physically painful for them to misbehave (Bourgois 2000, 183) . 
Conclusions
In recent years, a tolerance for side abuse has increased in the Swedish programmes, but discharges are still carried out regularly, and the NBHW's banning period regulations are still in force. 15 In an evaluation of maintenance treatment in Jönköping, patients wondered why they could not take tranquilisers like any other people in the community (Johnson 2011 (Kelly 2011) , indicating that Bourgois' concern about methadone's disciplining effect may be somewhat exaggerated. 14 In an international comparison, the Swedish methadone programme uses relatively high doses, giving rise to a long withdrawal period (SBU 2009; Stålenkrantz 2010) . In 2008, in the Stockholm Programme, the average dose was 90 mg (Davstad 2010) . Doses above 80 mg count as high (Strain et al. 1999 ). 15 The softening has taken place without a change in the NBHW rules, showing that there is some leeway, which was not used in Malmö during the period under investigation. 16 Outside Sweden, side abuse of heroin, cocaine, cannabis, etc. is seen as almost natural during maintenance treatment. The goal is to minimise this, but side abuse alone is not usually a reason for discharge.
